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Take, Give, and Peel: Transconjunctival
Blepharoplasty With Adjunctive
Fat Grafting and Phenol Peel
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Abstract
Surgeons performing lower eyelid blepharoplasties continue to seek an efficient method and predictable outcome to restore the

aesthetic ideal of the lower eyelid and cheek junction. Current popular methods frequently fall short. Three patients were chosen
as examples from the senior author’s past 30 years of practice where they desired improvement in the aesthetic appearance of
their lower eyelids. They were treated with a combination of transconjunctival blepharoplasty, fat grafting, and 88% phenol peel.
The preoperative and postoperative photos of the patients were analyzed by the patient and senior author. Having undergone
the methods described for treatment, all selected patients reported significant improvement with their postoperative appearance.
Minimal complications were reported and are mentioned below. No surgical revisions were requested, and the results were
stable over an acceptable period of time with an average follow-up time of 2 years. Two of the 3 patients chosen had a follow-up
time of at least 8 years. Transconjunctival lower eyelid blepharoplasty when combined with fat grafting and phenol peeling offers
a treatment modality to restore the aesthetic ideal of the lower eyelid and cheek junction and, in our hands, is superior to other

methods previously described.
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The real goal of lower eyelid cosmetic surgery should be to
establish harmony between the lower eyelid and the cheek.
That idea being that there exists a smooth continuum between
the lower eyelid and the upper cheek, that the eyelid appears
supple rather than deflated or skeletonized, that there are
fewer rhytides, and that there is an obvious morphology
present which is appreciated more for the fact that it simply
exists rather than being obviously noticed, Traditional meth-
ods of blepharoplasty alone do not usually address the ideal
aesthetics of the eyelid and cheek junction.

A number of approaches have been described in an
attempt to improve the appearance of the lower eyelids, and
all have their merits.'” In its earliest form, lower eyelid
blepharoplasty consisted of an external subciliary approach
to the medial, central, and lateral fat compartments to correct
the steatoblepharon. Adjuvants to the treatment included
tightening the lower eyelid with a canthopexy or cantho-
plasty, a “pinch” skin excision or skin-muscle flap, laser
resurfacing, or TCA peel to name a few of the more popular
treatments. In 1989, Henry Baylis et al* described the elegant
technique of the transconjunctival approach. The transcon-
Jjunctival approach was reported as early as 1924 in the
French literature, Bourque®, and was popularized after a
more contemporary publication by Tomlinson, ef. al® in
1975. This remains our approach of choice. This surgical

procedure to lower eyelid blepharoplasty has gained popu-
larity with the same adjuvants used to address the aging eye-
lid mentioned above. Although these methods can offer
improvement and satisfaction in many cases, they can too
frequently fall short of the youthful appearance the patient
and surgeon would like. Baylis et al“®'%" describe that
“removal of skin folds and wrinkles in the lower eyelid is
difficult to achieve with surgery.”

More recently, it has been described and popularized that
surgeons should release the oculomalar ligament and then
reposition some or all of the fat into the oculomalar groove or
nasojugal fold. This has been described with different varia-
tions as fat repositioning or septal reset.” Some surgeons
advocate lifting the midface or suborbicularis oculi fat
(SOOF) to improve the lower eyelid and cheek junction.?
Many find the transposition of fat or SOOF lifting to be
rather cumbersome, time-consuming, or unpredictable. We
find it unnecessary. We describe a safe, time-efficient,
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predictable, and satisfying result for the patient and surgeon
by combining a transconjunctival blepharoplasty with fat
grafting and 88% phenol peel.

Technique

The patient is brought to the operating room and placed
under general anesthesia in a supine or lateral decubitus posi-
tion to harvest fat from the abdomen, outer thigh, or inner
knee. We prefer general anesthesia to oral sedation and local
for the following reasons: We do not wish for the patient to
move. We wish to insure that the patient is as comfortable as
possible to decrease episodes of hypertension and bleeding.
We do not inject local into the harvesting sites for fat grafting
as local anesthesia has been shown to decrease fat cell viabil-
ity. Also, we find it unnecessary.

The senior author prefers to harvest fat from the abdomen
or outer thigh. I tend to harvest fat from the outer thigh or
inner thigh immediately above the knee. The fat from the
thigh is usually less fibrous and is harvested easier than
abdominal fat; that is to say, even though access may be easi-
est at the abdomen, liposuction tends to yield the fat I need
when harvesting from the outer thigh or inner thigh. After
prepping the patient with Hibiclens, a 2-mm punch is used to
provide entry for the harvesting cannula. If there is a mole,
freckle, or other blemish present, this will make an excellent
entry point. A Coleman hasp harvesting cannula is intro-
duced. The amount of fat harvested varies from patient to
patient, but a good rule of thumb is to harvest a volume of
supernatant and infranatant that is about 3 times more than
the volume of fat you desire for harvesting, Once the fat is
harvested in two 10-cc’s syringes, it is centrifuged at 3000
rpm for 3 minutes. The oil is drained from the top of the
10-cc’s syringe, and blood is ejected from the tip leaving
only the fat. Excess oil may be wicked if desired. The fat is
transferred with a coupling Luer-Lock device to 1-cc
syringes. A 0.9-mL blunt cannula is applied to the syringe.

While the fat is being processed, attention is turned to the
lower eyelids and transconjunctival approach to the orbital
space (Figure 1). A Desmarres retractor is introduced to
retract the lower eyelids, and a clear lid plate is used to pro-
tect the globe. A Colorado tip needle is used to dissect
through the inferior conjunctiva between the inferior border
of the tarsus and the cul-de-sac, exposing the medial, cen-
tral, and lateral fat pads posterior to the septum. The fat is
expressed or pushed out and not pulled out. Sterile cotton tip
applicators are helpful to express the fat gently. The fat that
presents easily is removed with cautery while identifying
and avoiding the inferior oblique muscle. When a distinct
separation between the central and lateral fat pads can be
observed externally, we release the interpad septum between
the central and the lateral with sharp dissection. Once the
desired amount of fat is removed from the medial, central,
and lateral fat pads and symmetry is established between the
lower eyelids, attention is turned to fat grafting.

Figure I. The lower eyelid is gently retracted with a
Desmarres retractor to expose the palpebral conjunctiva for the
transconjunctival incision,
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Figure 2. A blunt canula is used to apply fat to the immediately
supraperiosteal tissue, superior and inferior to the oculomalar
ligament.

A 25-gauge needle is used to make an entry point at the
central cheek approximately 2 cm below the eyelid margin.
A second entry point is made within the lateral eyelid rthyt-
ides or “laugh lines.” The 0.9-mL blunt cannula is intro-
duced, and the globe is protected with the contralateral
second, third, and fourth fingers. The fat is distributed by
careful advancement and withdrawal of the blunt cannula at
a depth that is immediately supraperiosteal. The fat is applied
on the inferior and superior sides of the oculomalar ligament
(Figure 2). Microdroplets are deposited at multiple levels
within the supraperiosteal tissue; 1 to 5 cc’s of fat may be
used to create harmony between the lower eyelid and the
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Figure 3. A sterile cotton-tipped applicator is used to apply 88%
phenol fluidly to the cheek and eyelid, feathering the edges.

cheek with the majority deposited in the upper cheek region
depending on the individual.

Once the fat has been grafted and it is determined that
there is a symmetrical improvement of the lower eyelid and
cheek, attention is turned to the 88% phenol peel. The patient
is not degreased with acetone but alcohol, and cleaned with a
moist, sterile 4 x 4 gauze to create a midpapillary-depth peel.
This limits absorption of the 88% phenol. A sterile cotton-
tipped applicator is saturated with 88% phenol (Figure 3).
The cotton-tipped applicator once soaked with the 88% phe-
nol solution is lightly squeezed into a dry 4 x 4 gauze. The
wettest stroke is begun on the upper cheek and extended up
to the subciliary area. The applicator is applied fluidly to the
cheek and lower eyelid skin extending from canthus to can-
thus feathering it over the eyelid and cheek junction. Mild to
moderate frosting should be achieved which indicates the
peel has penetrated to the midpapillary dermis. Deep white
hoarfrost implies a deeper papillary and/or reticular depth,
which would place the patient at higher risk for scarring.

The patient is carefully cleaned with a dry, sterile 4 x 4
gauze. The comeas are examined to be sure they are normal.
The patient is awakened and monitored in the postoperative
holding area. The patient and family are provided with
appropriate postoperative instructions. They return for the
first postoperative visit in about 6 days if this is the only
procedure performed. A daily phone call is made to discuss
the patient’s condition, care, and compliance.

Discussion

Transconjunctival blepharoplasty combined with fat graft-
ing and 88% phenol peel offers a unique and previously
undescribed approach to establishing the ideal aesthetic to
the lower eyelid and cheek. It is an efficient surgery taking
less than approximately 30 minutes to complete in a straight-
forward case.

Transconjunctival blepharoplasty is a reliable method for
fat removal that has proven the test of time over and over.

Figure 4. Patient |-Preoperative photograph.

Figure 5. Patient |-Postoperative photograph.

The advantages it offers include no external scar, less risk of
ectropion, less risk of lower eyelid retraction and scleral
show, preservation of the orbicularis and other support
structures, and no interruption of the septum. One disadvan-
tage is that by itself, it does not address rhytides and/or
orbital hollowness.

Fat grafting is also time tested. German surgeon Gustay
Neuber’ is credited with having reported the first fat graft in
1893. Many have described a variety of techniques and uses
for fat since then. More recently, fat grafting has been popular-
ized by the work and demonstrations of Sydney R. Coleman.’
Many of my techniques for fat harvesting and grafting to the
periocular area have been adopted from Timothy Marten’s dis-
cussions at meetings and in publications.'’ Fat grafting is an
excellent adjuvant to transconjunctival blepharoplasty. The
additional fat serves to reinflate previously deflated arcas and
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Figure 6. Patient 2-Preoperative photograph.

Figure 7. Patient 2-Postoperative photograph.

allows “feathering” of the 2 convexities of the lower eyelid
and cheek that frequently exist independently in the aging
face. Fat grafting can be very effective in a thin or full face. Fat
placed in the periorbital area should not be placed in excess
because fat in this area tends to last much better than in and
around the perioral area.

Phenol peel lost favor following initial enthusiasm from
the Baker-Gordon formula popularized in the 1950s."!
Hetter and Stone have clarified in separate publications that
phenol is not the only active ingredient in many of the “phe-
nol” peels.'”'® Instead, croton oil acts to increase the pene-
tration of phenol. The higher the croton o0il concentration,
the greater the depth to which phenol will penetrate. Further
work by Rullan et al'” has demonstrated the safety of phenol
peeling both with regard to diminished complications and
the lack of cardio toxicity when low-concentration croton

Figure 8. Patient 3-Preoperative photograph.
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Figure 9. Patient 3-Postoperative photograph.

oil or no croton oil is used as part of the mixture. No croton
oil was used in the peel we described.

As with any surgery, complications are possible.
Complications of a retrobulbar hemorrhage with blindness
should always be in the forefront of the surgeon’s mind as a
possibility. Controlling blood pressure, emesis, anticoagu-
lants, and activities is imperative. Any significant shortening
of the skin whether by excision, or in this case, chemical peel,
can result in eyelid malposition such as ectropion or retrac-
tion. This can be avoided in almost all cases by addressing
any significant eyelid laxity with a canthopexy in the mildest
of involutional changes or with a horizontal eyelid tightening
when moderate to severe involutional changes of the lower
eyelid are present.'® Underexcision of eyelid fat is possible.
Overinflation is possible. This should not be confused with
postoperative edema. Edema tends to be more frequent
with fat grafting and can last several weeks. Postoperative
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nodularity is possible due to granuloma or “pearl” formation.
We find that this can almost always be avoided by keeping
your fat graft deposits less than 0.1 cc in any given area. One
should be prepared to offer removal in the rare instance that
this occurs. We recommend that for most cases, excess fat not
be removed prior to 6 months.

Scarring is possible with chemical peeling. Fortunately,
we have not experienced this with any significance in our
patients. Any surgeon performing phenol peels or deep peels
should have deep and broad experience with a number of
peels as well as experience in managing burns and/or skin at
risk for scarring. It is important to follow the guidelines
above to diminish penetration and avoid this complication. If
you suspect the patient is on the road to scarring or prolonged
erythema, we offer the following protocol:

1. Observe the patient closely that he or she reepitheli-
alizes within 7 to 10 days, maintaining moisture
throughout and never picking or manually peeling.

2. If reepithelialization is taking more than 10 days,
apply a duoderm patch to the raw area every 24 to 48
hours once or twice.

3. Redness persisting more than 4 to 6 weeks can be
treated with conservative IPL every 2 to 3 weeks.

4. Very dilute use of Kenalog injections into a hypertro-
phic elevation of dermal fracturing can be done
weekly. No more than 1 droplet to each area each time.

In our cosmetically oriented society, lower eyelid blepha-
roplasty is frequently requested by patients. Surgeons need a
predictable procedure to offer patients who would like to
restore a more youthful appearance and harmony between
the eyelid and the cheek. Our method of transconjunctival
blepharoplasty, fat grafting, and phenol peel accomplishes
this goal in an efficient and predictable manner. It is also use-
ful in cases where patients need reoperation following previ-
ous surgeries on the lower eyelids.
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